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FFM Application Process

Apply online at HealthCare.gov

® Create a HealthCare.gov account
User name and password

. ID Proofing
Verifies ldentity

. Complete Application electronically

. Receive Eligibility Determination
Alerted if there is a Data Matching Issue (DMI)

. Enroll in a plan

. 90-95 Days to resolve DMI by uploading or mailing documents
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Application Process

Apply by calling the Health Insurance Marketplace

Call Center number 800-318-2596 (24/7)
« Assisters can call with the individual to assist in application
process. Verbal Authorization will be required.
* Interpretation Services Available

« Do not need to create a healthcare.gov account to apply and
enroll
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Application Process

Apply with paper application

Enter all information into the paper application
Include copies of any documents

 Mail application

 Healthcare.gov receives and enters information
May contact consumer if more information is needed

« Consumer will be mailed an eligibility determination
within 2 weeks
Eligibility determination may include any Data Matching Issues (DMI) that
need resolved.

« Create an online account or use the Marketplace Call Center to enroll.
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Application Process

Application ID

e Each Marketplace application has a unique identification number, or Application ID.
Notices and correspondence from Health Insurance Marketplace will contain Application ID.

e Consumers will need their Application ID to continue with an existing online application,
compare plans, and complete enrollment.

e Consumers can provide their Application ID to the Marketplace Call Center representative
when calling for application look up.

*  When continuing an application, comparing plans, and enrolling online, consumers will be

asked to enter their Application ID after they have logged into their account and select "Find
my existing application.”
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Application Process

Department of Health and Human Services

/( Health Insurance Marketplace 465 Industrial Boulevard

London, Kentucky 40750-0001

May Leon [date]

[insert address]

ﬂ_np['lrn{*inn Nata: [datel

Application ID: 129990294

Important: Your Eligibility Results for Health Insurance Marketplace coverage
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Application Process
HealthCare.gov Individuals & Families

Get Coverage Change or Update Your Plan Get Answers See Topics ~ _ SEARCH

-

Open Enrollment starts SOOrM
Are you ready?

First time applying here? Have a 2016 Marketplace plan?

GET READY TO APPLY GET READY TO KEEP/CHANGE

Have a 2016 plan in Kentucky? Learn about using HealthCare_gov for 2017.

o

& $ A

STILL NEED '16 PLAN? WILL YOU SAVE? UNDER 30? DATES & DEADLINES

SEE IF YOU CAN ENROLL FIND OUT FAST GET A CUSTOM GUIDE SEE NOW

GET IMPORTANT NEWS & UPDATES §8 HEALTHCARE.GOV BLOG
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Application Process

HealthCare 0 Individuals & Families Small Businezies
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Application Process

HealthCare oy individuals & Families  Small Businesses pte A *lagea

John, where would you like to go?
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Application Process

HealthCare gon Individuals & Families  Small Businesses o

You've almost finished your 2016 application
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FINUH MY APPLICATION

Need coverage for 201572
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Application Process

HealthCare 0w individuals & Families Small Buzineszes

Need coverage for 20167

START MY AFPFLICATION

Want to learn more before you get started?

FIND OUT WHAT THINGE YOU'LL NELD TO APPLY

Need coverage for 20157
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Application Process

HealthCare individuals & Families small Businesses

Your identity has been verified

A g s

Important Marketplace emails
e LY r ¥ - v Ll g e - i LAY
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Privacy B the use of your Information
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HealthCare 0. Individuals & Familles Small Businesses nll |-

Apwy

Before you get started

Are you sangie of rarried?
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Application Process

Before you get started

1o Buplghig e afu ol Wer woiye
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Of the 3 people above, who are you apphing for coverage for? Select all that apply
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Haw rasch indorme will your household make this year? (optional) «
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Application Process

WML Lo answer additional guetnans to see if WOk QU 'h’ for nelp Py irg for coverageT

it 4]

CONTINUE

Questions about you, your spouse, and 1 dependent

Fii MO

TIE NO

L=
Vit WD

i3 Sl

Questions about people applying for coverage:
You, your spouse, and 1 dependent
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Application Process

Ti: NO

L

Questions about people applying for coverage:
You, your spouse, and 1 dependent

Tis Wi
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Questions about your 1 dependent

CONTINUE
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Application Process

Continue your application
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Check & update your information
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Application Process

Are you sure?
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Application Process

HealthCare Gov individuals & Families small Businesses

Income information

Current income for John Carson
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Application Process

B B BB ol

Current income for John Carson
| waras i

Chas wnieme or John Carson
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Application Process

Whose income to include:

For most people, a household consists of the tax filer, their spouse if they have one, and their
tax dependents, including those who don’t need coverage.

The Marketplace counts estimated income of all household members who are required to file a
tax return.

What income is counted
The Marketplace uses modified adjusted gross income (MAGI) to determine eligibility
for savings.

MAGI is the total of the following for each member of a household who’s required to file a tax
return:

e adjusted gross income (AGI) on your federal tax return

e Excluded foreign income

* Nontaxable Social Security benefits (including tier 1 railroad retirement benefits)

* Tax-exempt interest

* MAGI does not include Supplemental Security Income (SSI)
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Application Process

Current income for ]_nl_':.n Carson
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Current income for Suzanne Carson
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Application Process

Current income for Suzanne Carson
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Application Process
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Application Process

HealthCare cov Individuals & Families small Businesses

Additional questions

CONTINUE
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Application Process

John Carson’s coverage information

i s £ DTy vl o P oo i MO

s

i

Suzanne Carson's coverage information
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John Carson's coverage information
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Application Process
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Renewal of coverage
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Application Process
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Application Process

HealthCare Individuals & Families  Small Businesses oo A

° P SO RCTT e R ] Pl B prodrosesl

Eligibility results

Step 1: View Your "Coverage Options at a Glance™

Stop 2 : View Your “Eligibility Resuits™
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Step 3: Continue to enrollment
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Eligibility Results

Eligibility Results

At the end of the
application, Eligibility
results are generated
Immediately.

If paper application
was submitted, a
Notice of Eligibility will
be mailed to consumer

Family member(s)

Results

Next steps

May Lean

f Eligible for a tax credit ($449.00 each montty\
which is $5,388.00 for the year, for your tax
household), but we need more information
from you. This calculation is hased on the
yearly household income of $30,135.00. This is
the amount that you provided an your
Marketplace application or the amount that
came from the most recent income data

+ Send the Marketplace more information

Jack Leon

sources available,
Can choose a health plan with lower
copayments, coinsurance, and deductibles (06)

+ Eligible to purchase health coverage through
the Marketplace

s Eligible for a tax credit ($449.00 each month,
which is $5,388.00 for the year, for your tax
household), but we need more information
from you. This calculation is based on the
yearly household income of $30,135.00. This is
the amount that you provided on your
Marketplace application or the amount that
came from the most recent income data

sources available, )

+ Choose a health plan and make first month's
payment

+ Send the Marketplace more information
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Mixed Eligibility

Mlxed EI|Q|b|I|tv Jack Leon

Eligibility Notice will indicate what
program each person on the
application is qualified for and
indicate any next steps

Can choose a health plan with lower
copayments, coinsurance, and deductibles (06)

Eligihle to purchase health coverage through
the Marketplace

Eligible for a tax credit (5449.00 each month,
which is $5,388.00 for the year, for your tax
household), but we need more information
from you. This calculation is based on the
yearly household income of §30,135.00. This is
the amount that you provided on your
Marketplace application or the amount that
came from the most recent income data
sources available.

+ (hoose a health plan and make first month's

payment

+ Send the Marketplace more information

Tommy Leon

May be eligible for Medicaid. This calculation is
based on the monthly household income of
§2,511.25 that you provided on your
Marketplace application.

f Vou will receive a final decision from the \

[Medicaid agency name]. If you qualify for
Medicaid, you won't qualify for a tax credit
and lower copayments, coinsurance, and
deductibles for Health Insurance Marketplace

uoverage. J
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Application Process

Department of Health and Human Services

’/(,I'-hdih NEurance Morketoiooe 465 Industrial Boulevard
London, Kentucky 40750-0001

John Carson Oct 30, 2015
824 Deborah 5t
Jackson, MS 39208

Application Date: October 30, 2015
Application ID: 129669846
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Application Process

What should | do next?

Here's what each person in your household needs to do to take the “Maxt steps” shown in your Eligibility
Results. if your “Next steps” tell you to send more information, follow instructions for sending it. If you
don't, you could lose what you gqualify for now because your information doesn't match the data we hawve, or
we can't verify all of the information in your application.

When will Marketplace coverage begin?

If you're eligible to buy a Marketplace plan, your plan's coverage start date depends on the date you selact
your plan.

What if information from my application changes during the year?

If your circumstances change and the information you gave us when you applied is no longer correct, you need
to let us know within 30 days of the change. Changes may affect your eligibility for:

= Premium tax cradits
& Enrollment in a plan with lower copayments, coinsurance, and deductibles
= Cowverage through [state Medicaid name] or [state CHIP name]

What should | do if | think my Eligibility Results are wrong?
If you hawe received a final determination and you think we made a mistake, in many cases, you can appeal
our decision about your eligibility for health coverags, including Medicaid, CHIP, purchasing health coverage

through the Marketplace, a tax credit, cost-sharing reductions, and enrcllment periods.

Belowr is important information to consider when requesting an appeal:
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Need to send documentation? If your Eligibility Results say that you need to send mare in 3t please
akso include 2 copy of this bar code page. This page helps the Marketplace make sure your i €

easily assodated with your spplication. For more information about choosing documents and uploading or

The Barcode
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Enroll To-Do List

You're not enrolled yet.
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Choosing a Health
Plan
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Updated Enroll To-Do List

Note how once
Criisdd Tl itemis
LR
= complete the

button changes
LRl ANTaT I to blue_
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SORT BY PLAN TYPE

86 plans available Premium v Health plans v

—

FILTERS —

_ Ambetter from Buckeye Health - Ambetter Essential
Monthly premium

Care 1 (2016)

Bronze HMO | Plan ID: 410470HID10017

less than 5200 (1)

less than 5300 [35)

less than 5400 (83) Estimated monthly premium peductible @ Dut-of-pocket maximum &
less than 5500 (B6) $1 96 $ $
6,800 6,800
Estimated Indridual Total Estimsted Individusl Total
Plan category L)
Bromze plans [28)
Silver plans (38)
Gold plans (18)
Plan type i)
PEO [24) Estimated total yearly costs Your doctors, medical Tacilltles, Copayments / Colnsurance a
HMO (48) Total premiums for the year 52,347 DI HESC PN Sy igs Emergency room care: Mo Charge
Deductible, copayments, and other EDIT BETA © Heetelics
POS (13) costs 51,480 Genernc drugs: 520
Total $3 83?‘ Primary doctor: Mo Charge After
= ¥ :
Medical management EEITLEE
programs [ ] Specialist doctor: Mo Charge After
Deductible
Asthma (84) EDIT Undarstand this € HEs

Heart Disease [84)

Depression (58]
S LEARN MORE ABOUT THIS PLAN ® COMPARE

High Blood Pressure and High

Cholesteral (51)

Low Back Pain (45)
sl CareSource - CareSource Tust4Me Bronze



Apply by Phone




Application Process

1-800-318-2596

The FFM Call Center is open 7 days per week, 24 hours per day
(closed Memorial Day, July 4, Labor Day, Thanksgiving Day and Christmas)

When a consumer applies by phone, a customer service representative will fill
out the application with the information the consumer is giving during the call.

They will then read the eligibility results to the consumer and explain those
results.

The customer service rep will then tell the consumers the plans that are
available with details about premium payment, deductibles, etc. The CSRis in

plan compare and verbally reviewing the information with the consumer.

TTY 1-855-889-4325

KHBE
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Application Process

Verbal Authorization

You can call the FFM Call Center with a
consumer for assistance in applying or
enrolling or assisting with other issues.

Consumers can call the Marketplace Call
Center with his/her third party
representative and give verbal
authorization for the third party
representative to speak on their behalf.

This authorization can last for up to one
year unless the consumer calls back to
remove the authorization.

Call center purposes only

Must call with the consumer

Lasts up to one Year

Allows Assisters to facilitate
communication not act

KHBE
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Non English speaking consumers can get assistance through the Health Insurance
Marketplace Call Center. They will be connected to an interpretation service to
assist through the application and enrollment process.

Getting Help in a Language Other than English

* |nterpreterservices in more than 240 languages are
available at no cost at 1-800-318-2596

* CMS Product No. 11658 translates the message above in

a Albanian, Amharic, Arabic, Bengali, Cantonese, Chinese,
French, French Creole, German, Gujarati, Hindi, Korean,
Mandarin, Punjabi, Pennsylvania Dutch, Persian, Polish,
Portuguese, Romanian, Russian, Spanish, Tagalog, Thai, Urdu,
and Vietnamese

KHBE
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The FFM Call Center can be used for any need

Information

Pre-Screening

Applying

Enrolling

Reporting Changes
Reporting problems or issues
Password reset

SEPs

KHBE
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Application Process

Paper Applications
Paper Applications can be filled out and mailed.
Eligibility Results are mailed to applicant within two weeks

Consumers can then either create an online account or call the call center
to complete their enrollment.

The paper application for 2017 coverage will be available November 1,
2016.

Paper application can be printed from the HealthCare.gov website.

KHBE
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/ﬁ’u-mu-hu-

Application for Health Coverage & Help Paying Costs oo
Apply faster oniine at

- Affordable private health insurance plans that offer comprehensive
«coverage to heip you stay well.

+ Anew tax credit that can immediately heip pay your premiums for
health coverage.

+ Free or low-cost coverage from Medicaid or the Children’s Health Insurance
Program (CHIP).
You may qualify for a free or low-cost program, even if you earn as
much as $95,400 a year (for a family of 4).

« Use this application to apply for anyone in your family.

- Apply even if you or your child already has health coverage. You could
be eligible for lower-cost or free coverage.

= If you're single, you may be able to use a short form. Visit

« Families that include immigrants can apply. You can apply for your
«child even if you aren't efigible for coverage. Applying won't affect your
immigration status or chances of becoming a permanent resident or citizen.

+ If someone is helping you fill out this application, you may need to complete
Appendix C.

« Social Security Numbers (or document numbers for any eligible immigrants
who need coverage).

- Employer and income information for everyone in your family (for example,
from pay stubs, W-2 forms, or wage and tax statements).

« Policy numbers for any current health insurance.

« Information about any job-related health insurance available to your family.

We ask about income and other information to let you know what coverage
you qualify for and if you can get any help paying for it We'll keep all the
information you provide private and secure. as required by law. To view
the Privacy Act Statement, visit or see instructions.

Send your complete, signed application to the address on page 7. If
‘you don't have all the information we ask for, sign and submit your
application anyway. Wel follow up with you within 1-2 weeks, and you
may receive a call from the Marketplace if we need more information.
You'll get an eligibility determination letter in the mail after your application
is processed. If you don't hear from us, contact the Marketplace Call Center.
Filling out this application doesn't mean you have to buy heaith coverage.

PRA Disclosure Statement: According to the Paperwork Beduction Act of 1985, ays 3 vald OMB

1191, The tme ©awenag
45 minutes. per resporse, Including the time to review Innucions, search existing cata resources. gather the data needed, and compiete and review the information collection.
¥ you hare CommENts; CoNCing the cauracy of the time SS3matets) or SEEESI0NS for IMprowng thes form, please wri foc CMS, 7500 Security Boulevard, Afirc PRA Report
Clearance Officer, Mad Stop C4-26.05, Baitimore, Maryland 712441850

Delays

Must wait for FFM to
enter

Questions may not be
answered completely

Will involve follow up

KHBE
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I Page 10f7
Please print in capital letters using black or dark blue ink only. E-
Fill in the circles ( () like this— @,
Suffix
2. Home address (Leave blank if you don't have one.) 3. Apartment or suite number
4, City [5. State 6 ZIP code [7. Counfy, pan‘éh, or towns'ﬁi'p
L) el

8. Mailing address (if different from home address) 9. Apartment or suite number

10. Clty 11. State [12.ZIP code [13. L"ount}',n pariﬁh, or'townsﬁi'p

—— [ N

14. Daytime phone number 15. Evening phone number
() LR [T | |
16. Do you want to get information about this application by EMail? ..c....wevoeeseeseee e eemceeesresensssesesnene sesnscasesssnsssenesssssseessnsssneessnsnes () Y€ () NO

Email address:

17. What's your préférred spoken Ianguage":? What's your préferred written Ianguage?"

KHBE
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2P 2t Tell us about your family.

Who do you need to include on this application?

Complete the Step 2 pages for every person in your family and household, even if the person has health coverage already. The information in
this application helps us make sure everyone gets the best coverage they can. The amount of help or type of program you qualify for is based on
the number of people in your family and their incomes. If you don't include someone, even if they already have health coverage, your eligibility
results could be affected.

Include these people even if they aren't applying for health coverage themselves:
* Any spouse
* Any son or daughter under age 21 they live with, including stepchildren

* Any other person on the same federal income tax return (including any children over age 21 who are claimed on a parent’s tax return). You
don't need to file taxes to get health coverage.

Include these people even -{f they aren't applying for health coverage themselves:

* Any parent (or stepparent) they live with

* Any sibling they live with

* Any son or daughter they live with, including stepchildren

* Any other person on the same federal income tax return. You don't need to file taxes to get health coverage.

Complete Step 2 for each person in your family.

Start with yourself, then add other adults and children. If you have more than 2 people in your family, you'll need to make a copy of the pages
and attach them.

You don't need to provide immigration status or a Social Security Number (SSN) for family members who don't need health coverage. We'll keep all
the information you provide private and secure, as required by law. We'll use personal information only to check if you're eligible for health coverage.

KHBE
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g start with yourself. Eﬁ

Complete Step 2 for yourself, your spouse/partner and children who live with you, and/or anyone on your same federal income tax return if you file
one. See page 1 for more information about who to include. If you don't file a tax return, remember to still add family members who live with you.

1. First name Middle name Last name Suffix
2. Relationship to PERSON 1?2 3. Are you married? | 4. Date of birth (mm/dd/yyyy) 5. 5ex
SELF (O ¥Yes () No ‘ | ‘f| | | / | | | | | (O Male (O Female

6.SuciaISecurityNumhertSSNj| L -]

- We need a Social Security number (SSN) if you want health coverage and have an SSN or can get one. We use 55Ns to check income and other
information to see who's eligible for help paying for health coverage. If you need help getting an SSN, visit socialsecurity.gov, or call Social Security at
1-800-772-1213. TTY users should call 1-800-325-0778,

7.Do you pI.an to file a federal income tax return NEXT YEAR? You can still upplj; for coverage even r'_'j-‘-yvu don‘rﬁ!e a federa!.}}}come tax return.

() YES. If yes, please answer questions a-c. () NO. If no, skip to question c.

W YO U IS oIy W B S DOIIS0T i i i B o P i s e TR e s T e o P o T B R R R T ST T s s ey (O ves (O No
If yes, write name of spouse:

b Wil your clainn &Ny depen TS OTY WOUK Lo e lliTR s sssimissss i ase305a8 a6 bt o5 an s § 4454 58 655 bk885555 585525 Ahhh 535045833 30 HERER ERER R EHE S EH A S SRR S S R b 84855858 O Yes O No
If yes, list name(s) of dependents:

c. Will you be claimed as a depengent On SOIMIBONE'S TaX FEILIITI ... cmorsrsrososmentmsssnsmsmssms tnsssssssinassmmmesesnsnsns ssasrsssbbryssssssssssss s mmossunsssosnassnsnsasmsnns (O ves (O No
If yes, please list the name of the tax filer: How are you related to the tax filer?

A O P DY s i G sadso s s Rk S on i GosiA S o S A SR TSRS (O ¥Yes () No a. If yes, how many babies are expected during this pregnancy? |:|

9. Do you need health coverage? Even if yc-u have coverage, there might be a program with better coverage or lower costs.
(O YES. If yes, answer all the questions below. { () NO. If no, SKIP to the income guestions on page 3. Leave the rest of this page blank.

10. Do you have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc.}) or live in a medical facility or nursing PUOITEE? e eecesseeeesessesseressmsesssassssessasesessmsansessssmense ses nsmsensesesseeame et e samentesseasamensssssesensessesnrssssemrenemesensererneeeene b ¥ES () NO

KHBE

Kentucky Health Benefit Exchange




Application Process

T AVa YOS 1S, CREERIN OF 1S IRIOMGHE oo oriaiets i i e ol P S s s A R TSN SRR (ves (ONo

12. Are you a naturalized or derived citizen? (This usually means you were born outside the U.S.)
) YES. If yes, complete a and b. ) NO. If no, continue to guestion 13.
a. Alien number: b. Certificate number:

13 Ifyou aren'ta l.l S citizen or U S natlunal dn you have e||g|hle |mm|gratmn status? O ‘I’ES Enter document type and |D number. See instructions.

After you complete a and b,
‘ SKIP to question 14.

Immigration document type Status type {optional) Write your name as it appears on your immigration document.

Alien or I-94 number ' ' | Card number or passport number

N I N | I Y O s

SEVIS ID or expiration date (optional) | Other (category code or country of issuance)
||||||||||__||_|_ __\||_||_|__|_||__|_|\_

a. Have you lived in the U.S. since 19967 .. . .Oves O No
b. Are you, or your spouse or parent,aveteran or an active- duty member of the US mllltary? ..................................................................................... CYes CNo
14. Do you want help payingformedmal bills From HE RRST 3 MRIGITTHIST <o it rostasnimmsins s Seiss oo ias ms s v e s oA S0 oA AR O Yes O No

15. Do you live with at least one child under the age of 19, and are you the main person taking care of this child?
(Select “yes" rfycu or your spouse takes care of this child).... A Rts RS RS AR SRS 1S 8t ssns e sss s eenenns L) YES () NO

16. Tell us the names and relationships of any children under 19 that lwe Wlth you in your household

17. Areyou a fuII time Student?.......ocoenen.. (O vYes (O Na |18.Were you in foster care at age 18 0 0ldEI7 ..o sseesssssessssmessseses (O ves O No

Optional: 19. If Hispanic/Latino, ethnicity: O Mexican O Mexican American O Chicano/a C Puerto Rican O Cuban C Other

(Fill in all that | 20, Race: (2 White O Black or African American O American Indian or Alaska Native O Filipino O Japanese O Korean O Asian Indian O Chinese
apply.) | Vietnamese O Other Asian () Native Hawaiian (O Guamanian or Chamorro O Samoan O Other Pacific Islander O Other

KHBE
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(Continue with yourself.)

Current job & income information

O Employed: If you're currently employed, tell us

about your income. Start with question 21.

Current job 1:

21, Employer name
a. Employer address
b. City

23, Wages/tips (before taxes) o Hourly

$ ) Twice a month

) Not employed:
Skip to question 31.

iRt '

) self-employed:
Skip to question 30.

[ c. State [d. ZIP code [2=2 Employer phone number
{ IR T AT € ANV ) I £
e Weekly - Every 2 weeks | 24. Average hours worked each WEEK

2 Monthly > Yearly

Current job 2: {If you have _additiorlal _}obs and need more space, attach another sheet of Paper‘}_

25.E mployér name

a. Employer address

b. City
77, Wages?ﬁps (before -t-axes-} (> Hourly
$ () Twice a month

29, In the past year, did you: ) Change jobs () Stop working () Start working fewer hours

30. If self-employed, answer a and b:

;c. State [ d. ZIP code [ 26. Employer phone number

(TN | RN T O [ AN ) NI )
(-:. Weekly " Every 2 weeks | 28. Average hours worked each WEEK
O Monthly (O Yearly

MNone of these

KHBE

Kentucky Health Benefit Exchange



Application Process

31. Other income you get this month: Fill in all that apply, and give the amount and how often you get it. Fill in here if none. O
NOTE: You don’t need to tell us about income from child support, veteran's payments, or Supplemental Security Income (SSI).

) Unemployment $ How often? (O Alimony received S How often?
) Pension S How often? () Net farming/fishing $ How often?
() Social Security  $ How often? (O Net rental/royalty $ How often?
O Siégﬁmse"t $ How often? @ ?;E'Zr income $ How often?

32. Deductions: Fill in all that apply, and give the amount and how often you pay it. If you pay for certain things that can be deducted on a federal income
tax return, telling us about them could make the cost of health coverage a little lower.

NOTE: You shouldn't include child support that you pay, or a cost already considered in your answer to net self-employment (question 30b).

O Alimony paid  $ How often? O Other deductions $ How often?

= Type:
() student loan $
interest

33. Complete this question if your income changes during the year, like if you only work at a job for part of the year or receive a benefit for certain
months. If you don't expect changes to your monthly income, skip to the next person.

How often?

Your total income this year ' Your total income next year (if you think it will be different)

$ $

KHBE
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Note: If this person doesn't need health coverage, just answer questions 1-11 on this
paze. Make a copy of pages 4-5 if there are more than 2 people in your household.

Complete this page for your spouse/partner and

; Ome tax return if you file one. If
you don't file a tax return, remember to still add farnll},.r members who live wi

or more mermatan about who to include.

1. First name Middle name Last name Suffix
2. Relationship to PERSON 17 See instructions. [3.1s PERSON 2 married? |4. Date of birth (mm/dd/yyyy) [5. sex
O vYes () No ‘ | |f‘ | ‘f‘ | | | | O male OO Female

| ¢ '3 We need this if you want health coverage fnr PERSON 2,
| ~_and PERSON 2 has an SSN.

7. Does PERSON 2 live Gt the SAmME A00ress 85 PERSOIN F 2 e e eeeeeeeeeeeeeesesssesesememesssssssssssssmemsmsesammmmmssesssssssasas tanmmamams s s aaaaaeaeaasstetesmsmsnsssm s e rmrnes O Yes O Mo
If no, list address:

‘8. Does PERSON 2 plan to file a federal income tax return NEXT YEAR? (You can still apply fdr coverage even if PERSON 2 daesn‘rﬁle afedera! income tax return.)

6. Social Security Number (SSN) ‘ | | |—| | ‘ - | | |

) YES. If yes, please answer guestions a-c. () NO. If no, skip to guestion c.
& W PERSON 2 file |0 ot v O SOt i T i e e T R T P e e o e R R T T T e e e T i s ¥es {JNo
If yes, write name of spouse:
b. Will PERSDN 2 daim any dependerits 0N hiS OF FEr TAX FEIUTIT ... srmsssasssasssassrassrsssss osasarisissasasssisssssssnss sassessnssias sasssastssnssssbissbissbionsasssinasasas (3 ¥es ) No
If yes, list name(s) of dependents:
c. Will PERSON 2 be claimed as a dependent 0N SOIMEOINTES TAN FBEUITIT cicrsrsrsrsorreresteenestssasasasasassssssssssnsnsnnssssssasssassssssssisssieis ssssssnsnsnsnsasssssseness (i Yes ({No
If yes, please list the name of the tax filer: How is PERSON 2 related to the tax filer?
9. Is PERSON 2 pregnant" ................................................................................. OYes ONo alf yes, how many babies are expected durlng thls pregnancy" |:|
10. Does PERSON 2 need health coverage? (Even if PERSON 2 has coverage, there might be a pmgram with better coverage or lower costs.)
() YES. If yes, answer all the quesuc-rrs below. €23 ) NO. If no, SKIP to the income quesuorrs on page 5. Leave the rest of this page blank.
"11. Does PERSON 2 have a phys:cal mental or emotional health condition that causes limitations in activities
(like bathing, dressing, daily chores, etc.) or live in a medical facility or NUPSINE BOME? i i e iads s asst risasms s s g sinsa e afian se s e s st an O ves O No
12. IS PERSON 2 3 U.S. CItIZEN OF U.S. NAtOMAID ..o oo eooeersereeeeesmesereeseessses s seesseesseesseemsseeeesseesseesseeeseessoesserseeseesseeeremsnoreeesnen (O Y€S () NO
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S T N S N N I S — S W— | ——T— ———— F— | L0 I s E S

14 If PERSON 2 isn't a U.S. cmzen or U.S. natlonal do they have eilgible |mm|grat|c-n status'-" ’_) YES Enter document type and ID number, See instructions.

Immigration document type: | Status type (optional): Write PERSON 2's name as it appears on their immigration document.

Alien or 1-94 number - - | Card number or passport number

SEVIS ID or expifatinn d'a'te'(upt'iona'l} :Oiher '{';:ategnry code or counfry of issuance)

a. Has PERSON 2 Iwed in the U. S SINEEETO9G2... oo cranensons O Yes O No
b. Is PERSON 2, or PERSON 2's spouse or parent, a veteran or an active- duty member cn‘ the U S mllltary'P ............................................................... O Yes ) No
15. Does PERSON 2 want help paying for medical bills from the 1ast 3 MONTIST ... mmmmrmmsmmsassimims s msns s isies s s sisssms s sssss sessisssssesan Q Yes g:) No
16. Does PERSON 2 live with at least one child under the age of 19, and is PERSON 2 the main person taking care of this child?

(Select "yes" rf PERSON 2 or their spouse takes care of this child.) ... SRt st Sy < R St ~OYes O No

17. Tell us the names and relatlonshlps of any children under 19 that live wuth PERSON 2 in their household {These can be the same chr.fdren r’isted on page 2)

18. Was PERSON Ziin foster care:atage T8 or0letT s i mameinm s i s s e ama s mimainn immndmsat_Wes: (CiNo
Please answer these questi'uns'i'f PERSON 2 is 22 or younger:

19. Did PERSON 2 have insurance through a job and lose it within the past 3 MONTNST.... i s sy isstes sisor ssnssssisnssosenssan O ¥yes O No
a. If yes, end date;‘ | |.r" | ‘f| | | | | b. Reason the insurance ended:

2015 PERSOMN 2 8 FLl-DITIE SOUCMINET isseiisosiossnsnsobinsossss st o 18510 1 A 0 s S S s i OYes O No

Optional: 21 If Hispanic/Latino, ethnicity: (O Mexican O Mexican American (C Chicano/a O Puerto Rican O Cuban O Other

(Fill in ”;" that | 22 Race: O White O Black or African American O American Indian or Alaska Native O Filipino O_Iapanese  Karean O Asian Indian O Chinese
apply.) OV|etnamese @] Other Asian O Native Hawaiian O Guamanian or Chamorro O Samoan O Other Pacific Islander O Other

\ NEED HELP WITH YOUR APPLIC#TIDN‘-‘ 'uf|51[ ealt 2. g0V, OF caII us at 1-800-318-2596 Para ubtener una cop|a de este furmularln en Espannl llame 1 EDD-31 8-2596. If you need helpina
language other than English, call 1-800-318-2596 and tell the customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-855-889-4325.
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~: American Indian or Alaska Native (Al/AN) family member(s) El!" '}

1. Are you or is anyone in your family American Indian or Alaska Native?
) NO. If no, continue to Step 4. (O YES. If yes, continue to Step 4, plus complete Appendix B and include with application.

L2 Your family’s health coverage

1. For every year that you got a premium tax credit, did your household file a tax return and reconcile any premium tax credit you used?
I YES, premium tax credits were reconciled. Fill in the circle only if ALL of these apply to you:

- You used advance payments of premium tax credits (APTC) in one or more past years to help lower your costs for Marketplace coverage.
* The tax filer for your household filed a federal income tax return for each of these years.
* The tax return filed compared the amount of APTC used to the rest of the tax return information for each year.

2. Was anyone on this application found not eligible for Medicaid or the Children’s Health Insurance Program (CHIP) in the
past 90 days? (Sefect yes only if someone was found not eligible for this coverage by your state, not by the MarketplaCe.). .. .. ieriirerececeeeese e einas O ves () No
Who?
Or, was anyone on this application found not eligible for Medicaid or CHIP due to their immigration status since October 1, 20137....... O Yes () No

wWho?
ek ) Yes (O No

3. Did anyone on this application apply for coverage during the Marketplace open enrollment period? ...
Who?

4. Is anyone listed on this application offered health coverage from a job? Check yes even if the coverage is from someone else’s job, like a parent or spouse, even
if they don't accept the coverage.

() YES. Continue and then complete Appendix A. Is this a state employee DENEIt PIANT .ottt e sssstnenmssesss et st ames saetaseersennnas ) ves () No
2 NO.

5. Is anyone enrolled in health coverage now?
7 YES. If yes, continue to question 6. {2 NO. If no, SKIP to Step 5.

6. Information about current health coverage. (Make a copy of this page if more than 2 people have health coverage now.)
Write the type of coverage, like employer insurance, COBRA, Medicaid, CHIP, Medicare, TRICARE, VA health care program, Peace Corps, or other.
(Don't tell us about TRICARE if you hawve Direct Care or Line of Duty.)

Name of person enrolled in health coverage

| Type of coverage:

KHBE

Kentucky Health Benefit Exchange




Application Process

6 Information about current health coverage. (Mdake i f
Write the type of coverage, like employer insurance, COBRA, Medlcald CHIP, Medicare, TRICARE, Vﬁ. health care program, Peace Corps, or other.
(Don't tell us about TRICARE Jf you have Direct Care or Line Gf Duty.)

Name of person enrolled in health coverage

-"Type of coverage:
¥ Employer insurance O coBRA () Medicaid () CHIP () Medicare (O TRICARE () VA health care program () Peace Corps ) Other

If it's employer insurance: (You'l also need to complete Appendix A.)
Name of health insurance company | Policy/ID number

If it's another kind of coverage:
Name of health insurance company | Policy/ID number

Is'‘this-a limited-benefit plam, like 3 5000l Ao ent Po oy D i i iR e s dhass bevas am sy aas S S ot 5 S e e T P SO a i s v o e e ves () No

. Name of person enrolled in health coverage

| Type of coverage;

| © Employer insurance _ edicare () TRICARE () VA health care program () Peace Corps () Other
| Ifit's employer insuranig
Name of health insurance co

| Policy/ID number

If it's another kind of coverage:
Name of health insurance company Policy/ID number

Is this a limited-benefit plan, like a:school ACOHERT DONGYT ..iiinimssidiisionsooseisass s oo sioissisasiovsis s insss s sosassisssmiavssmssaimveiissmasimmesinsssiem L) Yes () Ne
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[ — - =
~ T — - - L
STEP 5: Your agreement & signature Es
1. Do you agree to allow -t-l'-le:ﬁarkefp!ace to use income data, including information from tax returns,
e T T T {¥es () No

To make it easier to determine your eligibility for help paying for coverage in future years, you can agree to allow the Marketplace to use updated income data,
including information from tax returns. The Marketplace will send a notice and let you make any changes. The Marketplace will check to make sure you're still
eligible, and may have to ask you to prove that your income still qualifies. You can opt out at any time.

If no, automatically update my information for the next:

(4 years (0 2 years (O Don't use my tax data to renew my eligibility for help paying for health coverage
() 3 years 1 year (selecting this option may impact your ability to get help paying for coverage at renewal.)
2. 1s anyone applying for health insurance on this application incarcerated (detained or jailed)?.........cco s Oives (O No

If yes, tell us the person’s name. The name of the incarcerated person is:
() Fill in here if this person is facing
disposition of charges.

If anyone on this application is eligible for Medicaid:

* I'm giving to the Medicaid agency our rights to pursue and get any money from other health insurance, legal settlements, or other third
parties. I'm also giving to the Medicaid agency rights to pursue and get medical support from a spouse or parent.

= Does any child on this application have a parent living outside Of thie HOMIET ... ..o mssns sinsssresssssssnonssnssansssstsansnas st ssssnssnsiss e O ves (O No

= Ifyes, | know I'll be asked to cooperate with the agency that collects medical support from an absent parent. If | think that cooperating to
collect medical support will harm me or my children, | can tell Medicaid and | may not have to cooperate.

* I'm signing this application under penalty of perjury, which means I've provided true answers to all the questions on this form to the best of my
knowledge. | know that | may be subject to penalties under federal law if | intentionally provide false or untrue information.

* | know that | must tell the Health Insurance Marketplace within 30 days if anything changes (and is different than) what | wrote on this
application. | can visit | th = zov or call 1-800-318-2596 to report any changes. | understand that a change in my information could affect
my eligibility as well as ellglblllty for member(s) of my household.

+ | know that under federal law, discrimination isn't permitted on the basis of race, color natlonal Dr1g|n sex, age, sexual orientation, gender
identity, or disability. | can file a complaint of discrimination by visiting v 1S.g0 « ce/file.

* | know that information on this form will be used only to determine eligibility for heaith coverage, help paying for coverage (if requested), and for
lawful purposes of the Marketplace and programs that help pay for coverage.

We need this information to check your eligibility for help paying for health coverage if you choose to apply. We'll check your answers using
information in our electronic databases and databases from the Internal Revenue Service (IRS), Social Security, the Department of Homeland
Security, and/or a consumer reporting agency. If the information doesn't match, we may ask you to send us proof.
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What should I do if I think my eligibility results are wrong?

If you don't agree with what you qualify for, in many cases, you can ask for an appeal. Please review your eligibility notice to find appeals

instructions specific to each person in your household who applies for coverage, including how many days you have to request an appeal. Here's

important information to consider when requesting an appeal:

* You can have someone request or participate in your appeal if you want to. That person can be a friend, relative, lawyer, or other individual.
Or, you can request and participate in your appeal on your own.

* [f you request an appeal, you may be able to keep your eligibility for coverage while your appeal is pending.

* The outcome of an appeal could change the eligibility of other members of your household.

To appeal your Marketplace eligibility results, visit ! thCare.gov/marketplace-app '. Or call the Marketplace Call Center at 1-800-318-2596.
TTY users should call 1-855-889-4325. You can also rnall an appeal request form or your own letter requesting an appeal to Health Insurance
Marketplace, Dept. of Health and Human Services, 465 Industrial Blvd., London, KY 40750-0001. You can appeal eligibility for purchasing health
coverage through the Marketplace, enrollment periods, tax credits, cost-sharing reductions, Medicaid, and CHIP, if you were denied these. If you
qualify for tax credits or cost-sharing reductions, you can appeal the amount we determined you're eligible for. Depending on your state, you may be
able to appeal through the Marketplace or you may have to request an appeal with the state Medicaid or CHIP agency.

PERSON 1 should stgn this appllcatlon If you're an authorized representative, you may sign here as Iong as PERSON 1 Slgned Appendlx =

‘Signature Date signed (mm/dd/yyyy)

[y

If you're signing this application outside of Open Enrollment (between November 1 and January 30), make sure you review Appendix D

("Questions about life changes").
STEF 6: Mail completed application

Mail your signed application to:

Health Insurance Marketplace
Dept. of Health and Human Services
465 Industrial Blvd.

London, KY 40750-0001

) NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov, or call us at 1-800-318-2596. Para obtener una copia de este formulario en Espafiol, llame 1-800-318-2596. If you need helpin a
Ianguage other than English, call 1-800-318-2596 and tell the cust{:mer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-855-889-4325.

If you want to register to vote, you can complete a
voter registration form at vy .20
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App endix A e = Form Approved

C
-1
Ehﬁr BbiE:bio: DR8:1191

Health Coverage from Jobs

You DON'T need to answer these questions unless someone in the household is eligible for health coverage from a job, even if they don't accept
the coverage. Attach a copy of this page for each job that offers coverage.

Tell us about the job that offers coverage.
Make a copy of this page and take it to the employer who offers coverage to help you answer these questions.

EMPLOYEE INFORMATION
1. Employee name (First, Middle, Last)

2. Employee Social Security Number

EMPLOYER INFORMATION

3. Employer name

4. Employer ldentification Number (EIN)

6. Employer phone number

(L e v -t

8. State 9. ZIP code

[ 1 | L]

5. Employer address

7. City

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) 12. Email address

(Lt o b v - r 1

13. Is the employee currently eligible for coverage offered by this employer, or will the employee become eligible in the next 3 months?

) YES (Continue)

CINO (Stop here, and return to Step 5 in the application.)
a. If you're in a waiting or probationary period,
when can you enroll in coverage? (mm/dd/yyyy)
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13. Is the employee currently eligible for coverage offered by this employer, or will the employee become eligible in the next 3 months?

(_JYES (Continue) () NO (Stop here, and return to Step 5 in the application.)

a. If you're in a waiting or probationary period,
when can you enroll in coverage? (mm/dd/yyyy)

Lo |

List the names of anyone else who is eligible for coverage from this job.
Name Name Name

Tell us about the lowest-cost health plan offered by this employer.

14. Does the employer offer a health plan that meets the miniMumM value StaNdard®? ... i s sssrsassis s sns ssssssssnssasssmssssnssy O ves (O No

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include family plans): If the employer has
wellness programs, provide the premium that the employee would pay if he/she received the maximum discount for any tobacco cessation programs, and

didn‘t receive any other discounts based on wellness programs.

a. How much would the employee have to pay in premiums for this plan? 3
b. How often? ) Weekly () Every 2 weeks ) Twice a month () Once a month () Quarterly 1 Yearly (Go to next question.)

16. What change, if any, will the employer make for the new plan year?
) Employer won't offer health coverage.

) Employer will start offering health coverage to employees or change the premium for the lowest-cost plan that meets the minimum value standard* and
is available to the employee only. (Premium should reflect the discount for wellness programs. See question 15.)

a. How much will the employee have to pay in premiums for that plan? $

b. How often? ( Weekly (O Every 2 weeks () Twice a month () Once a month (O Quarterly () Yearly

c. Date of change: (mmvddyw | | /0 | /0 1 1 1|

* A health plan meets the minimum value standard if pays at least 60% of the total cost of medical services for a standard population and offers substantial coverage of hospital and
doctor services. In other words, in most cases a plan that meets minimum value will cover 60% of covered medical costs. You'd pay 40%. Most job-based plans meet the minimum
value standard.
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Appendix B EIBESE ove e oo
American Indian or Alaska Native Family Member (Al/AN)

Complete this appendix if you or a family member are American Indian or Alaska Native and are applying for coverage. Submit this with
your “Application for Health Coverage & Help Paying Costs.”

Tell us about your American Indian or Alaska Native family member(s).

American Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or urban Indian health
programs. They also may not have to pay cost sharing and may get special monthly enrollment periods. Answer the questions below to
make sure your family gets the most help possible.

MNOTE: If you have more people to include, make a copy of this page and attach.

1. Name (First name, Middle name, Last name)

2. Member of a federally recognized tribe? ...

If yes, Tribe name:

3. Has this person ever gotten a service from the Indian Health Service, a tribal health program,

If no, is this person eligible to get services from the Indian Health Service, tribal health programs,
or urban Indian health programs, or through a referral from one of thesSe ProgramIS?. . ... e i i s sersassassiss ssnss s smssssssnsesanssssasessess Yes () No

4. Certain money received may not be counted for Medicaid or the Children’s Health Insurance Program (CHIP). List any income (amount and how often)
reported on your application that includes money from these sources:

«  Per capita payments from a tribe that come from natural resources, usage rights, leases, or royalties

. Payments from natural resources, farming, ranching, fishing, leases, or royalties from land designated as Indian trust land by the Department of
Interior (including reservations and former reservations)

«  Money from selling things that have cultural significance

AI/AN PERSON 1

How often?
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Appendix C T e

Assistance with completing this application

For certified application counselors, navigators, agents, and brokers only
Complete this section if you're a certified application counselor, navigator, agent, or broker filling out this application for somebody else.

1. Application start date (mm/dd/yyyy)

e el

2. First name, Middle name, Last name, & Suffix

3. Organization name

4. |D number (if applicable) 5. Agents/Brokers only: NPN number

You can choose an authorized representative.

You can give a trusted person permission to talk about this application with us, see your information, and act for you on matters related to this
application, including getting information about your application and signing your application on your behalf. This person is called an “authorized
representative.” If you ever need to change or remove your authorized representative, contact the Marketplace. If you're a legally appointed
representative for someone on this application, submit proof with the application.

1. Name of authorized representative (First name, Middle name, Last name)

2. Address 3. Apartment or suite number

4, City 5. State 6. ZIP code

7. Phone niimher
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Appendix D SISEFS Gk o oe 1191

Questions about life changes
(You must complete the rest of this application along with this page. Don't submit this page by itself.)

If anyone on this application experienced certain life changes in the past 60 days, fill out the following questions. Certain life changes allow

your coverage through the Marketplace to start right away. We also recommend you answer these questions if you're applying after the annual
Open Enrollment Period ends and before the next annual Open Enrollment Period starts.

These questions are optional. If your life circumstances haven't changed, you can leave the answers blank. You can enroll in Medicaid and the
Children's Health Insurance Program (CHIP) any time of the year, even if you didn't experience life changes. Members of federally recognized
tribes and Alaska Native shareholders can enroll in coverage through the Marketplace any time of the year.

Tell us about changes in your household.

1. Someone lost health coverage in the last 60 days, or expects to lose coverage in the next 60 days.

Names Date coverage ended or will end (mm/dd/yyyy)

Lo L1

[ ] Check here if coverage ended because not paying premiums.

2. Someone got married in the last 60 days.

Names Date (mmJ/dd/yyyy)

L 1]
3. Someone was released from incarceration, detention, or jail in the last 60 days.
Names Date (mmJ/dd/yyyy)

L L

4. Someone gained eligible immigration status in the last 60 days.
Names Date (mm/dd/yyyy)

Lo
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Federal Call center will enter the paper application upon receipt.
Eligibility Results are mailed to the consumer within 2 weeks

If the application is not complete, the FFM will call the consumer
to gather missing information.

Eligibility results will have an application number. Consumer
should keep this for their records.

Once the consumer has received their Eligibility Determination,

they can either create an online account or call the call center to
continue with enrollment.
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__ Online Call Center

, Cannot see
uick Must
Q Delays —— the screen
SN EIL Can when the
Dynamic online Must wait Quick Y

S complete are
application account several in a for FFM to —— .
enter . . reviewing
that gathers == single event All info is )
—— available
all Must pass —— : entered
Questions plans
necessary ID Can send may not be ——
information ~ Proofing copiesof ID 4 Complete e
—— before B completely process at \Wait times
: i : during OEP
Complete moving ::g:ication —— one time &
process at forward Will involve

one time follow up
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